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A receriification survey was conducted From April
17, 2007 through April 19, 2007. The survey wag
infiated using the fundamental survey process. A
random sample of four clients was seletted from:
. a residential population of eight male clents with
‘. varying degrees of disabilities.
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The: findings of the survey were based an
observations at the residence and two day
programs, Also the findings were based on eliepd
and staff Inferviews im both the group heme and
day programs, as well @s a review of habilitzttion
and adminmstrative records, to include tha facility's

' unusual inoldent reports.

W 114 | 483.410(c)(4) CLIENT RECORDS' | W114
Any individual who makes an entry.ih & ellent's '
record must make it legibly, date it, andisign it.

' | Tes lendard will be. wet

1+ This STANDARD Is not met as evidenaead by: : S evidenced g
Based on observation, staff interview anid record @ bB
verification, the facility falled to date cliehts
consultation forms for one of the four clients in K
the sample. (Client #1 ) | Prl'mr Care 'Physl coan will ls. e O7

Thefinding includes: - . be. d\m}émd 4o dole all anﬁo\ﬁ

During the review of Client #1's medicalirecond on entnes., , ‘
April 19, 2007, it was hoted that the phamadist C :
had reviewed the client's medication regimen on Rotchine. rQ)wYA Walaw,\,d&. WL@
October 2, 2006. At that time, the pharfmacist ' k. tompleted oy medicnl. sAne
recammended that the physician consider mﬁr “ansure. eompliance]
discontinuing one of the client's gastroirtestinal to T At stand .
medications (Zantac): Although review of the wi “ S
* | medical records reflectad that the Primary Care '
Physician (PCP) affixed his initisls on the
pharmacy report, there was no date to reflect if ,
[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENIATIVES SIENATURE T&E X8) OATE
\Mm/l Gr@"\t/‘"\ ) S ' ) o) q _07»' ‘

Any deficiency statament ending with an esterisk (7) denates a deficiensy whichithe institution may be excused from carrecng providing it is detemined that
her safeguards provide sufficient protectian to the patiants, (Ste Instrucians.) Except for ruming homes, the firidings stated above are disclozable 80 days
willowing the date of survey whether or not a plan of comection is provided, Eor tursing homes, the above findings and plans tf cormactian are disclossable 14
iays following the date these documents are made avaltable ta tho facllity. (f deficlencles are citad, an approved plan of coméction is requisite to continued.

wogram perticipation. .
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483.420(c)(6) COMMUNICATION WITH
CLIENTS, PARENTS & ,

The facility must notify promptiy the client's
parents or guardian of any significant incidents, ar
changes in the client's condition includitg, but not
limited to, serious iiness, accident, death, abuse,
or unauthorized absence, .

This STANDARD is not met as evidenued by:
Based on interview and record review, the facility-
failed ta notify parents or gusrdians of significant
incidents for four of the elght clients residing in
the facility, (Clients #2, #3, #4 and #7)

| The finding includes:

Review of the facility's upusual incident reports
and investigations on February 20, 2007 at

{ approxhmiataly 9:00 AM, revealed evidsfice that

the facility fajled to notify family members
immediately of the foliowing slgnificant incldents:

a. On December 12,'2008, staff discoverad a
bruise on Client #3's back.and reported the bruise
ta the nurse on duty. The nuse observed brulse
on December 10, 2006 and did not repdrt the
incident ag stated in the policy. -

b. On April 5, 2006, staff discovered fresh blond
"humps" on Client #4's left hand. '
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W 114 | Continued From page 1 ‘W 114
the PCF had reviewed the recommenditions prior
.| to discontinuing the Zantac in Aprl 2007. ' P
W 148 W 148 (\j\b\‘-tg }

Thie Shardard vaill be. wet|

Qs @ todewced fpos

/

1QmEP will noﬁ@y povents and 13007
uardions of Sohiftcant )
\hadents, \Mme&m)c@,\u.« .

OMER Witk Aocuwent notihcations

In actord ance o policss
and procecures . :

sutt @A audds will
Cortiner EnsSuse.

¢. On December 10, 2008, Client #7 was ance. w W s
invalved in a vehicle accident while retufining from OV P" -
the barber shop, : : < -
SORM CMsS-2567(02.99) Pravious Versinms Obsclans E:ant =3 ﬂﬂ‘.l;l Facllity Ib: a8G124 : M continuation sheet Page 2 of 20
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W 148

ol

T w14s

W 153

Continued Fram page 2
d. The diréct care staff reported that upon the
Client #2'e arrival to his day program om

- Septernber 29, 2006ihe appeared to be asleep.

‘The nurse.reported that the client "felt dotd" wpon
examination/assessment. The Jocal Emergency.
Medical Service (EMB) was called and the client
was taken to the local emergency reom.
483.420(d)(1) STAFF TREATMENT OF
CLIENTS.

The facility must devilop and implamertt written
Policies and procedures that prohibit
Mistreatment, neglect or abuse of the dient.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facifity:
falled to establish and/or implement policies that
ensure the health and safety for eight of the eight
client reside In the facility. .(Clents #1, #2, #3, 2
#5, ¥6, #7 and #8) .

The finding includes:

| The facility failed to ensure the implemantation of

their incident management policy,

Interview was conducted with the Qualified Mentd!
Retardation Professional (QMRR) en April 17,
2007 at 9:45 AM to ascertain if the facility had a
writtep incident management policy. The QMRP
presented the policy which was reviewet! on April:
17, 2007. The policy falled to address Injuries of
unknawn ofigin. (See W153) _
483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facility must ensure that all allegatians of
mistreatment, neglect or abuse, as well s

W 148

W14Q@

This Srendard will e

ek as euvicenced

Referente responsc. .
o WIS,

'LJ s

S.30:07
,ohcboll.'ﬂ
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W 153 | Cantinued From page 3 _ W83 \£| 152 , inued,
injuries of unknown source; are reparted e e
immediately to the administrator ot to cther
officials in accordance with State law through
established procedures. - ] ‘
. N [/l .
| ' o Stendad will be
This STANDARD s not met as evidenged by: s AEB«) 1denced Yo y
-Based on interview, review of unusual incidents, met OS s ‘
and review of medical records, the facitity failed tb
o ensure that all unusual incidents including Injutles
* of unknown origin were reported immediately to
' the administrator and other officials acarding to
. district law (22 DCMR, Chapter 35, Settion
- 3319.10) for three of the four clients in the
sample. (Clents #2; #3 and $4)
1 The finding includes:
‘ ' g
On April 17, 2007 at 8:45 AM, review ofithe 0o AL resele
facility's incident reports revealed the fallowing 7 Q Mﬁ) - %%ﬁ\?ﬁf‘n@ on .
injuties of unknown origin that were notreported : f O - en 5030007
g e T Manngen
immediately to the adminisirator and to the neigen : ongeng
government officials as required. P roq@d- Ure-S. E
' ' ' o rance TP
a. The diract care staff reported that upon the & Bleo, refe
Client#2's ammival to his day program on D o W8,
September 29, 2006 he appeﬁued o betasieep. p : g a |
The nurse reporied that the elient "felt ¢old” upon: 1 e b b L
| examination/assessment. The local Emergency a4 QMEs Wi “‘ wfpm F ol mamml?,
] Medical Service (EMS} was called and fhe client Jo Ve Chdmkht%ﬂ*’w ang
{was taken to the local emergency room, -"0 l‘ " 5‘“ w o O%a DlB
| b. On Aprit 5, 2006, staff Hiscovered fresh blood . :
"humps” on Client #4's laft hand. (s m%'w‘m‘
¢. On December 12, 20106, staff discovared a ‘
bruise on Client #3's back and reported the bruisg
to the nurse on duly. 'The nurse observed brulse
on December 10, 2006 and did not repait the

'ORM CMS-2567(02-69) Pravices Vamions Obsolete

Etent 1D 442017
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if confinuation sheet Page 4 of 20



05/30/2007 00:49 FAX 202 429 3152

DEPARTMENT OF HEALTH AND HUMAN SERVICES
. CENTERS FOR MEDICARE & MEDICAID SERMCES

007

= .o

‘PRINTED: 05/04/2007
FORM ARPROVED

OMB NQ, 0838-0391

STATEMENT OF DEFICIENCIES rﬂx"i) PROVIDER/SUPPLIER/CLIA
"AND PLAN OF GORRECTION - +  IDENTIFICATION NWMEER:

086424

{X2) MULTIPLE CONSTRUCTION '%5) DATE Strvey
A, BUILDING COMPLETED

B. WING

DI

_ NAME OF PROVIDER OR SUPPLIER

04/19/2007
| STREET AODRESS, CfTY, STATE, 2IF ConE ‘

1230 CONGRESS 8TREET, SE

WASHINGTON, DC. 20020

U Xy 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF GORRECTION 0B

PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG CROSS.REFERENGED TO THE ARPPROPRIATE - -DATE
DEFICIENGY)

W 153

W 154

W 159

Centinued From page 4
incident as stated in the policy.

, d. On May 9, 2006, the staff discoverad a scm'wﬂ

on the upper lip and:-chin area of Client#1. The
wournd-was cleaned with soap and watdr.
4B3.420(d)(3) STAFF TREATMENT OF
CLIENTS ’ :

The facility must have evidence that sllelleged '
violations are thoroughly mvestigated.

This STANDARD s not met as avidended by:
Based on interview and record review, the facility
failed to investigate Injuries of unknownlorigin for
two of four clients in the sample. (Clienits #1 and -
32) '

| The findings include.

Review of the unusual incident reports-en April

-17, 2007 at 8:45 AM,.revealed the following

documented injuries of unkriown origin {hat had
not been reported and/or investigated:

a. On December 12,'2006, siaff discovered a
bruise an Client #3's back and reportedithe bruise
to the nurse on duty. The nurse observied bruise-
on December 10, 2006 and did not repdrt the
incldent as stated in the policy.

b. On May 9, 2008, the st=ff discovered a scratch
on the uppar lip and chin area i Client#1. The
wound was cleaned with soap and water,
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and maenitored ly &

W 153

r

W i54

Thts Shndard will be
ey as euidenced by

%oajum
ﬂhgotm:_j

Pelerence. reaponse. o
wisz and WH8, .

W 189
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W 159 | Continued From page 5 w1ssl\ A[ 153 |
© | Quaiified mental retardation professional. - (i
This STANDARD fs not met as evidented by: Thie Slandard Wil be
Based un observation, staff interview and record o euodenced b‘;)
review, the facility's Qualified Mental Rétardation' ek BS SN W
Professional (QMRP) failed, to adequately
mandtor; integrate and coordinate eachklient's
active treatment,
The findings include: : n e |
g | - &AM Wil povide .
1. On.March 17, 2007 during evening nddn honal dvaing V‘,% e (S |8-07
obsarvations, Client #3 remalned in his - oY DO O o0
wheelchair from 4: 70 PM until 7:45 PM. Interview aMl ol on SO ATON N Pngong
with the direct care si=ff and the Licenstd e N :
. Practical Nurse (LPN) on April 18, 2007 at & QN H—‘/ provne. Wninages
~ appreximately 5:00 PM indicated that it was time i\ P\ch,\nqge, addihonal
for evening medications or dinner time and the SO @O ApWTErTt
cliant ehould not be repositioned out of his oS H-
wheelehalr, at this ime. Review of agalf'hysical as weeded,
Therapy assessment dated July 5, 2008 howavern 7/ ManaRers
revealed a recommendation for the cliett to be 4 ,\wryﬁg Y u,e./ Yo moniior
provided oppertunities to be repositionetd in an ) ! GDV"‘h n ermin kit s
.| alternative seating (Le., bean bag or redliner ard pv ide. oversi
chair) every two. hours during waking hours. s_u x’%W' ensune comp\ laneg,
W 214 | 483.440(c)(3)(jii) INDIVIDUAL PROGRAM PLAN W 214 W ith chon AVOX“ 4 ;
The comprehensive functional assessnent must ' o
[dentlfy the client's specific developmental and wazid S
behavioral smanagement needs.
- This andard will be wed 05
This STANDARD is not met-as evidended by: onted by
Basad on observation, staff interview artd record e‘»\d bq
verification, the facility faffed to ensure the
comprehensive functional assessrment identifled
'each clients specific developmental and
behavioral neads, for one of the four clients

FORM CMS-2587(02-86) Pravious Versions Obsolets

Event 1D:442.)14
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W 214 | Continued From page 6 wW214| Al 25 continuwed .
- included in the sample. (Client #3) - —
The finding includes: e will
. . y . g QmEP/adical Sthrt wi
Review of Client #3's)physician order onApril 18, s N r\, ARECARDD
o 2007 revealed that the client had been prasctibed rEIG e med \eochovig
- and administered Ativan 2 mg to address Yo H L W iatvsH
combmative and nan-campliant behaviors during wirn Hoe Peyc ' |
medical appointments. Interview with the richye 549 D7
Qualified Mental Retardation Professional n \leost esYic % b ol
(QMRP) and the Licensed:Practical Nugse (LPN) recnt %was mao&sﬁee& th Nﬁ
confirmed that the Ativan was administ#red to N \&,Mv and
addrass non-compliant behaviare exhibited by the o A e ynine ¢ Oy
- client during medical appaintments. Inferview J{,mtém iz
with staff and review of the client's record o% W d'ﬂ Wy by —m
however, failed to provide evidence thal the cor e v A o =!
behaviors exhibited were assessed andlor ot mEs s W@ =
addressed by a least restrictive technique. O D ‘““’P St kehanic].
W 240 | 483.440(c)(B)(i) INDIVIDUAL PROGRAM PLAN W 240 ‘a o obons |
@ Pl recommend, S
The individual program plan must desciibe woill be rea i ot
relevant interventions to support the individual " Hmm
teward’ independence. %ﬂﬁ’mﬁ; mmn
This STANDARD is riot met as evidended by: & Owiblmedieol <A wi 0')(
Based on interviews and record review,sthe facility dowwm* oM W
failed to ensure that there were clear, whitten Ableen . -
instructions for implementing clients physical
therapy program for ane of the four cliehfs in the \
sample. (Client #4)
The finding includes: . '
) m SMCM'U\ Wi W omer oo
On April 17, 2007 at approximately 7:00 PM, )
direct care staff was observed performitg lower @)\)\&E\/\Uﬂd ‘OU\ '
leg stretches fo Client #4. Interview with the
direct care staff indicated that he was performing.
lower extremities exercise to Clent #4 due to his
FORM GMS-2557(02-08] Praviaun Varsiona Dtunolsia E;en! =] 442111‘1 Focliiy 10: If continuation sheet Page 7 of 20
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The finding includes:

Obsearvations on April 17, 2007 at appraximately

10:00 AM, dirert care staff was observed giving
Client#1 pudding as a snack. [ntetview with the.
direct care staif on April 18, 2007 revealed thet

OV O OPPD!’M ‘e s

snd Chnoves -

'D1 | . WASHINGTON, DC 20020
x4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ PROVIDER'S PLAN OF ORRECTION e
PREFIX: (EACH DEFICIENCY MUST BE PRECEDED BY¥ EULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFEREEIQEIE |.'r=‘?~| ér‘l;in E APPROPRIATE DATE
W 240 | Continued From page 7 W 240
“stiffness”. Review of the Individual Pragram @ Qe will complete. addhhonod
Plan revealed that the client has an objéetiva Favnang, for aik ceek eard:
" | which stated, "given physical assistance, [the Aol G tor
cliant] will tolerate lawer extremity exerdises (hip S P Ty AL i A
flexjan and abduction, knee flexion andinkle g (VB i B Taeuin g T ARV
m dorsifiexion) 1010 trigls, . . Review of the task Svoqawm implemenietin
" analysis shest indicated that the direct ¢are staff P {jﬂ d b L £.1607
' should dosument the number of trials for each aevd B LaLEn o ROV
) exercise, Raview of the data sheet from January P will pov e m@%ﬁw’i{ g 'ﬁ
- | 2007 through Aprit 2007 revealed that the direct & G CP S
care staff were documanting on however the (—o“ﬂ)\v\) -op (1e 0 P ,‘/
| direct care staff failed to identify the spaciic oekian, HININg, wdonce)
exercises completed: Further interviewswith the : G e -
Qualified Mental Retardation Professional e needed YO TULIEET o
(QMRP) indicated that the data sheet shouid ensuwe onad\ng oEy
include the name of each exercise. Thé QMRP WA Hvs & lamdand
further indicated that'he would make '
medifications to the data sheet and re-asarvise
' staff. - .
W 247 | 483.440(c)HB)(vi) INDIVIDUAL PROGRAM PLAN | W 247 f W24 7,
. | The individual program plan must include
| opportunities for ciient choice and
self-managamant,
This STANDARD s not met as evidendsd by: 1 Trus Spndowt u W lee
: ‘Based on cbservation, staff interview, and record; g Q% BN \M#’Mﬂﬂ. Mu
i review, the facllity failled to ensure that each '
” dgem was provided an opportunify to h;v:a a -
choice during their snack fime for one of the four ' Q.
clients in the sample.. (CHent #1) amee | Home NMonaoer Wil . |518:07
' olzal A(;, aa Ao el +ra mmﬂ mqam,

for stakkr wrlining expectedips on
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| As soon as the interdisciplinary team has

| and frequency to support the achievemant of the

| PE).

formuilated a chent's individual programiptan,
each client must recelve a continuous dctive
treatment program consisting of needad
Interventions and services in sufficient aumber

objectives identified in the individual pragram
plan., .

This STANDARD is not met as evidended by:
Based on observations, staff Intarview @nd record
review, the faciity failed to provide continuous
active treatment for two of the four clierts in the
sample, (Clients #1 and #3)

The findings inelude: ‘3‘

1. The facility failed te ensure that Chert #3
participated in activities of daily iving programs ini
accordance with his Individual Program Plan

During meal observations from Apri{ 17 - 19,
2007, the direct care staff was ohservad feeding
Client #3 and than wiping his mouth. Inferview
with the direct care staff on indicated that the
ellent had fimited range of motion in his arms.
Review of the IPP, daled July 31, 2008, revealed
a program objective which stated, "given hand
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the client enjoys the snack he received; Puring MONn oot f,‘-ﬁ’?”'(’ Wy %Vﬂmﬂw_@
the environmental inspection on April 18, 2007, )-6 Q:&b kn ek acg
there was a variety of snacks in the pantry and om’} ?YDV 1L -
the refrigerator. At no time during snacktime was Y\eBéQA . -
the client given the opportunity to selac} a snack .
from the varlety of food choices.
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over hand assistance, [the cllent} will wipe his
mouth of 80% of thel trials recorded pef month far
six cansecutive month by January 2007,

There was no evidence that Client #3 réceived
cortinuous active treatment in accordatce with
his IPP.

2. The facility failed to ensure that Clierlt #1
participated in active freatment programs in
accordance with his IPP as evidenced Relow:

. During the braakfast and dinner observitions on
feor April 17, 2007, stsif fed Client#1. Revibw of his
{ '| IPP dated Septamber 13, 2006 revealet a
program goal to improve his activities of daily
living by (g} Given hand over hand dssistance, '
[Client name] will hold his cup during mealtime on .
80% of the trials recorded; and (b) Given hand
over hand assistance, [Client name] will bring his:
spoon to his mauth during mealtime on80% of
the trials reconded. '

(. The observation was brought to the attantion of
the Quaiified Mental Retardation Professienal
(QMRP) on March 19, 2007, He acknowledged
the staff did not follow the IPP recommeéndations.

3. The facility falled to provide apportunities to
Client #3 to be reposiioned as recommended by
the Interdisciplinary Team (IDT).

- On March 17, 2007 during evening obsérvations,
Client #3 remained i his wheelchair from 4:10
PM until 7:458 PM. Inferview with the direct care
staff and the Licensed Practical Nurse (LPN) on
April 18, 2007 at approximately 5:00 PM,
indicated that it was time for evening medications
or dinner time and the client should not be
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repositioned out of his wheelchair, at this time. - , ¢
Review of an Physical Therapy assessinent dated a nes RYNT) { I yvodw W
July 5, 2006 however revealed a recemimendation 0 e S
Tor the client ta be provided opportunitiés to be NN P <
repositioned in an alternative seating (5., bean NS neEOEO .
 bag artecliner chair): every two hours during
waking heurs, The QMRP confimmed the
rapositioning profocol for the client.
4. The facliity failed ko provide continuaus active: v
treatment for Client #3 to use his assistive
deviees (hand cones).
— The facility fafled to allow Client #3 to uge his
assistive devices as identified by the
) Witerdiscipiinary team. :
T .On April 17, 2007 at 8:00 AM, Client #3was
' observed with his left hand clinched clobed.
interview with the direct care staff indicated that
the client did nat tave much range of motion in
his hands, The direct care staff informed the
surveyor that the client no longer used the
Swanson hand cones. Review of an |
: Qccupational Therapy assessment dated May 26, W 264 -
: 2008 revealed a recammendation for te client tai - [ '
' wear a left Swanson handcone for up ta three . NI
haurs, twice a day. If should be noted that the Thie Sloundord w l(\&(« \EQ-
client had achieved the previous program tnexr 05 €U 1denced. y
.| objective (fo wear the hand cones). .
There was no‘evidenee that during the: survey the g QMRF i\ NN Wd 5307
cllent used the assistive devices as dmw Q.U- WWW W%O! ”1
: recornmended, . ‘
| W 264 | 483.440(f)(2)(il)) PROGRAM MONITORING & wass| e w I Rwmen '
CHANGE . :
y ' e Comaitfet, proc |-
The committee should review, monitor dnd make: Yo wol O'F Mond. WS @
suggestions to the facility about its. praclices and Yechnt QuUes.
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W 264 | Continued From page 11 _ W 264 WZ 64 c ) Ehh% A
B programs as they relate to drug usage,iphysical
restraints, {ime-out rooms, application ¢f painful ’
| or noxious =timuli, cantrol of inappropriate . & WEFP vai il fattow
behavior, protection of client rights andfunds, and d ‘h* G made
. any other areat that the cammittee beleves need W8 LG Wi (LY "“;’ = &.3lh077
- to be addrassed. b\{ +2 commmi Hee on%pmj
o QWeR Wil emsm-*’r’*ﬂid '-
: | L wppoy 1L
| This STANDARD is not met .as evidented by: . Du ln‘ovma“hoﬂ e . u
- Based on observations, staff interviewsiand e g Wz of He thents
record review, the facfiity failed to imiplanent .
Human Rights Committee (HRG) ore d/DULWi&’d a‘ﬂd
recoimmendations to:review, maniter artd make | . ik )
suggestions o the facillty about its pracfices and Qvilplde Co remon
programs as thay relate to protection oficlient .
rights and any other areas that the comimiftee
o befieves that could be an infriingement ¢f the =
clients’ rights for one of four clients in tHe sample : _ '
(Client #3) S, W278 |
The finding includes: ‘ ' . .
e finding inclu _ ‘W\\C& S’gndavm‘ will e é3i07
Review of Client #3'si physician order an April 18 0 edidenced B g
2007 revealsd that the olient received Alivan 2 preX as edt 4 |oney'ng
my prior to a medical appointment. Intarview witt . '
the Qualified Mental Retardation Professional Befercnce resporte T
| (QMRP) revealed that the elient's guardian signed
| @ consent authorizing the sedation. Review of the W2eY,
HRE minutes, did not evidence that thetHRC
reveiwed or approved ine yse of medication for
sedation as an-intervention to address the Client's
behavior. *
There was no evidence that the facility ensured
that reslrictive measures had been appioved by
the HRC prior to its use. :
.. W 278 | 483.450(b)(1)(il) MGMT OF INAPPROPRIATE ‘W 278
- CLIENT BEHAVIOR
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W 278

h)

W 288

Continued From page 12

. Procedures that govem the management of

inappropriate client behavior must insuse, prior tg
the use of more restrictive techniques, that the
client's record documents that prograns -
incorporating the use of less intrusive or more

{ positive techniques have bean tried systematicall -
‘and dernonstrated o be Ineffective,

This STANDARD is not met-as evidenged by:
Based on ohsetvation, interview and record
review, the facility failed to ensure that prior o the
use of a more restrictive technique, thelient's
record documents that the use of more positive
tachhiglues proved to be ineffective faor dne of faur
clients.in the sampie.. (Client #3)

The findings include:

Review of Client #3'siphysician order on April 18,
2007 reveaied that the client had been presciibed
and aministered Ativain 2 mg to address
combaiive and nan-compllant behaviorg during
medical appointments. Inferview with the
Qualified Menizal Retardation Profassianal
(QIMRP) and the Licensed Practical Nuwse (LPN)
confifmed that the Ativan was administared to

address non-compliant behaviors exhibitad by the

cllent during medical appointments. Interview

'with staff and review of the client's recotd

however, falled to provide evidence thatithe

 behaviors exhibited ware assessed andfor

addressid by a least restrictive technique,
483.450(b)(3) MGMT OF INAPPROPRIRTE

| CLIENT BEMAVIOR

Techniques fo manage inappropriate client
behavior must never be used as a subsiittte for

w 278

‘W 238

Wg8
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W 288 | Continued From page 13 W28B) \Al 2262 cortinued ..
an active treatment pragram.
I This STANDARD is not met as evidenged by: . eodenced iay
i Based on observation, staff intarview and record melr as € )
- review, the facility failed to ensure that techniques ' 21077
|5 to manage inappropriate client behaviot were nof | '
' used as a substitute for the active treatihent ' ' 0“9‘“"‘3’ .
I program far one of the four clients in the sample. Q clerence. res po-rw&e, R 1N
K (Client #3) '
. Wziy.
The finding includes:
- There was no evidence that Chient £3's
interdisciplinary team (IDT) had institutad an
assessment or develdped a behaviorsl support
_ plan for Clienf's non-compliance behaviprs during
- | medical appointments prior to the use of
restrictive measures.’ [See W214} e
W 322 | 483.460(a)(3) PHYSICIAN SERVICES wanj \W2ZZ. &

The facility must provide or obtaln prevantive and!
general medical care, ' ‘

This STANDARD s nat met a5 svidenced by:
Based on obsefvation,.interview and redord
review, the facility failed to ensure genegal and
preventiva care for two of the four clients included
in the sample. (Client #t and #3)

The findings include:

1 1. During the review of Cliant #1's medital recard

on April 18, 2007, it was. noted that the
pharmacist reviewad the Chenf's mediestion
regimeén on October 2, 2006. At that time, the
pharmacist recommended thst the physitian

vmd"af: @l ,

Thi Shandord will be
{90‘ y
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review of the medicalirecord revealed tiat the
Primary Cara Physician (PCP) did not atidress
the pharmacist resammendation untl April 2,
2007, when the medication was discontinued.

2. On'May 16, 20086, Client #1 was evatuated by
the Audivlogist. A complete evaluation tould not
be pérformed. The Audiclogist recommiended
that the client he sedated for the next visit. A
nursing note dated February 27, 2007, indicated
that the primary care physician was contacted to
approve the recommendation for sedatibn made
by the Audiclegist, Tha PCP indicated that there
was no need for the sedation. Further review of
the record failed to evidence any altemative
methods developed or implementad to ensure
that Client #1 completed his audiology avaluation

3. On'March 17, 2007 during. evening
observations, Cliont #2 remained in his .
whealehair from 4; 10. PM until 7:45 PM.r Interview
with the direct care staff and the Licensed
Fractical Nurse (LPN) on April 18, 2007 at
approximately 5:00 PM indicated that it was time
for evening medications or dinner ime and the *
client should not be repositioned out.of his
wheelchair, at this time. Review of a Physical
Thorapy assessment dated July 5§, 2008 howeaven
revezled a recomimendation for the cliest to be
provided opporfuniies to be repositioned in an
alternative seating (Le., bean bag orredliner,
chair) every two hours during waking haurs,

4. ©n Aprt 17, 2007 jat 8:00 AM, Clients#3 was
‘| observed with his left Fand clinched cloged,

interview with the direct care staff indicated that
the client did not have much range of motion in
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W 322 | Continued From page 16

his hands. The direct care staff informetd the.
syrveyor that the client no longer used the
| Swanson hand cores. Review of an
Occupationat Therapy assessment dated May 261
2006 reveeled a recommendation for.the dient to
wear a left Swanson handcone far up to three
hours, twice a day. It should be noted that the -
client had achisved the previolla program
| ) objective (to wear hand cones).

LW 325 | 482,460(a)(3)(il) PHYSICIAN SERVICES
{ The facthty must provide or abtain annusl physica
examinations of each client that at s rmmmum
includes routine sgreening labaratory
examinations ag determined necessaryiby the
physician.

This STANDARD s not miet @5 evidenged by.
Based on observatians, staff Interview and record
vetification, the facility feiled to provide fouitine
laboratory testing 2s delermined necessary by the
physician for one of the four clients in the sampie!
(Client #3)

The finding includes:

The facility failed to emsure that Client #3 ohtainet
.| laboratory studies asiprescribed by the -
physiclan's ardars.

. Observations during the breakfast and dinner on
April 17, 2007 revealed that the cllent was being
fed by direct care staff. Interview with the direct
care staff indicated that the client receives a low
fat, low cholesterol ground diet. Review of the
meal time protocol and current phys:clah orders
confimed the dlet order.
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' On-April 17, 2 a lient #3 was
administered Zocor 8O mg. Interview With the @ Num»m el will Pm‘”‘i{ﬁ,‘
medication nurse indicated that the clignt : ecewory follow-wp ac
racaived Zotar for the managetnent of an , to ensuve et all Labeedr By
elevated cholestersllevels. Review ofthe client v rere uwad wn o
#3's phyeician orders dated March 2007 revesled _ Yﬂ-““’*‘“\ ner
an'order for faboratary studias to include lipid Jvnesly RN
indicated that the §$ﬁiﬁ&dﬁmmma on | - | &R will condud ypudng bile
July 17, 2007. Thers was no evidenceithat the ma&?s ‘m‘: Lur w* ww .
facility had any updated lzboratory profiles. omphiante Wy S
W 321/ 463.450(c) NURSING SERVICES wastf Stondora .
- The facility must provide cl‘tenfs with m.rmtng N @
senvicds i’ accordance with their needs, ‘
i J | e i loe.
This STANDARD Is not met as emdanﬂaﬂ by: e Jandmhﬂi ﬁ:&i |
Based on stalf interview and rocord review the mer 0% eudence rﬁ

facility falled o ansure nursing servicesiin
accordance with the needs of two of fodr clients ik
the sample. (Cllents#1 and #3)

| The findings Incluge: S e
. eI "Q-E»POY » :
1. The fadiiity's nurse failed to ensure it Cliont (D P“?’%’MBZ'S- L :
%3 obtained laboratory studies as prescsibed by C,.-74.01
the physiclan's orders. [Sm wWazs] . . o l;g
v response |02
2. The facility's nurse failed to ensure tiet tha (%) Relterence respom
health atatus was reviawsd by the Registerod Ao W32
g Nurse (RN) on a quaiterly or more frequant basisi -
- ) .o

-1 3. The facility’s nurses falled to ensura
mecommendations made by consultantsiwere
‘addregsed with the Primary Care Phygidan in an Allernate methods will e
timely manner s ensure Client #1 racajved a vevieaned and dgmamd
complete audln!ogy examination as evidenced by . ‘

DRM Dm(ﬁﬂ-ﬂw Prvioys Versions Qbsalete Extant (62 442J“ B FacAlity [O: 00G124 E‘H nnnﬁnul!lon ahoot Paga 17of20
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PRINTED: 05/04/2007
FORM APPROVED
OMB ND. 0938-0391

‘STATEMENT OF DEFICIENCIES
"AND PLAN OF CORRECTION

(1) PROVIDER/SUPPLIER/CLIA
{GENTIFIGATION NUMBER:

(FZ) MULTIPLE CONSTRUCTION -
A BUILDING

{X3) DATE SURVEY
COMPLETED

Bl WING

04M9/2007

05G124

STHEET ADDRESS, CITY, STATE, ZIi* GODE
. 1230 CONGRESS STREET, 8E
WASHINGTON, DC 20020

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTIAN SHOULD BE®
CROSS-REFERENCED TO THE APPROPRIATE

, DEFICIENCY) :

NAME OF FROVIDER OR SUPPLIER

I1Di

SUMMARY STATEMENT OF DEFICIENGIES 1 b
(EACH DEFICIENCY MUST BE PRECEDED BYRULL PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

x4 W
FREFIX
TAG

{X5)
COMPLETION
DATE

| - w 331 Continued From page 17 W 331

i the following:

On May 16, 20086, Client #1 was svaluaied by the
Audicloglst. A complate evaluation could not be
perfarmed. The Audislogist recommenéed that
the client be sedated for his next visit. A nursing
B note dated February 27, 2007, (seven raonthg

' later) indicated that the primary care physician . ‘
was contacted for approval for sedatlorvmade by
the audiclogist. The PCP indicated thafithere
was no need for the sedation. Further review of
the recard failed to evidende any alternative
methods daveloped or implemented to ensure
that Client #1 completed his audiology évaluation
433,450(¢)(3)il) NURSING SERVICES

wonf W2 )

W 336

Nursing services must include, for those cliants
certified as not needing a medical care plan, a
review of thelr health status which mushbe on a
quarterly or more frequent basis depending on
| client need.

|- w356

4

This STANDARD ig not met as evidended by:

Based an interview and record review; the facility: |

failed to ensure that the health status wis
reviewad by the Registered Nurse (RNyon a
guarterly or more frequent basis for ona of the

four clients in the sample. (Client £3)

The finding includes:

Review of Client #23's'medital record orn April 18,
2007 revealed a Nursing Quarierly Asséssment
dated April 17, 2007, howewver the review of the
bbdy systems was incomplete. .
483.460(g)(2) COMPREHENSIVE DENT.
TREATMENT

‘W 356

This ‘;{—ahc\mrdb\;ﬂ\\ be mel

aL e LAy G y .

RAE wat\k ensird W Mu'{,e%)dai:
body SUstems S C,ow\.tﬁ_lg :

3 was it
Rocdvver §ile regeads it
e C‘Dﬂ;:\l\w\' Aentred zonerng

S?ﬁ ls\o‘e.. o dd vessed

NGO WES

ongoim’/!

< B07

I3
b
)

FORM OMS-2567(02-85) Pravious Vartions Obsslete

Bvant ID;442J917

Facllity iD: 086124
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" o , PRINTED: 05/04/2007
. DEPARTMENT OF HEALTH AND HUMAN SERVICES - : FORM APPROVED

' CENTERS FOR MEDICARE &MEDICAID SERVJCES | . OMB NO. 09380391
. STATEMENT OF DEFICIENCIES (x1) RROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (%s) DATE SURVEY
' AND PLAN OF CORRESTION IIENTIFICATION NURIBER: . COMPLETED .
A BUILDING
| 09G124 B vine 04/19/2007
. 'NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
b o : 1230 CONGRESS STREET) SE
. , ‘ , X WASHINGTON, DC- 20020
4 1B SUMNARY STATEMENT OF DEFICIENCIED 1w PROVIDER'S FLAN OF CORRECTION 08}
PREFIX (EACH DEFISIENSY MUST BE PRECEDED BY {FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE CUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO J%E APPROPRIATE :
W 356 | Continued From page 18 W 356 |(\N) 5G|
The facility must ensure comprehensive dental
treatment services that include dantal care
needed for refief of paln and infections,
restoration of teeth, and maintenance of dentzal
health. .
o Thie Shardasd witl loe met
; This STANDARD 5 not met as evidended by: o Sutdenced by ! .
e Based on ohservation, staff irterview, and record: .
_ raview, the facility failed to schedule imely derdab
appaintments for one of the four clientsdn the
sample, (Client#3)
The finding includes: ‘
| . . - . OVY &‘\'O:;!u.;-‘-
On April 17, 2007, Client #8 was ohservied with RN witlb (lo;: ow- U O TN g a0.07
brown stains on his teeth. Record review of the % et LG W AALEN ¢ 2ngeind
dental consultation dated April April 26, 2006 o
revealed that the ¢lient had "calcufus c::’gnsits“. Contacke omgd o Wowr- )
The dertist recommended scaling on the next s ) 0 CAnenk g
visit after the receipt of paymeant authorization. Qm will e d . Kf(,ﬁd : ; '
| j > Chenmt ¥3 Wil e Stheduled
\ There was na evidence that the recommended e . ﬁ D
dental services had been performed, for Ceaning ak reto ‘
7 W 436 | 483.470(g)(2) SPACE AND EQUIPMENT ! wass ' .- . ‘
7
The facility must fumish, maintain In gobd repair, &j::tl e !
3 "and feach clients to use and to make informed , .
o cheices abolt the use of dentures, eyeaflasses, . _
- hearing and other comrnunications alds, braces, T\‘uu:: Srordoud, g\) WL e Wﬁ"
;- and other devices identified by the = denc.ed 9 '
{ Interdisciplinary team as needed by thewlient.
This STANDARD s net met as evideneed by:
Basod an ebservation, staff interview, and record)
verification, the faciity falied to teach uge ‘
\ adaptive equipment.

FORM CMS-2667(02-b9) Previoua Verslons Obsolsts Evant ID:442341 Faglily ID; 00G124 if continuation sheet Page "19'of 20
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' ' L PRINTED: 05/04/2007
. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRQVED

__CENTERS FOR MEDICARE & MEDICAID SERVICES __, _ OMB NO. 0938-0381
{iSTATEMENT OF CEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUCTION : (x2) DATE SURVEY :
AND PLAN OF CORRECTION IDENTIFIGATION NUBBER: ‘ COMPLETED
A BUILDING .
| | . osc1ze MO - 04/19/2007
{ NAME OF PROVIDER OR SUPPLIER © | STREET ADDRESS, CITY, STATE, ZIP ODE
] ' ‘ 1230 CONGRESS STREET, SE
y P! WASHINGTON, DG 20020
1 SUMMARY STATEMENT OF DEFICIENGIES T o PROVIDER'S PLAN OF GORRECTION =
et (EACH ,;sm.gﬁév MUST BE PREGEDED BYFULL, PREFIX |- (EACH CORRECTIVE ACTIGON SHOULD BE coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-RsFEREggﬁ% o g%E APFROPRIATE
W 436 | Cantinued Fram page 19 ' 1 W 438
| The finding includes: /M]
: | The facility failed to allow Client #3 to uge his
assistive devices as identifled by the _ :
T interdisciplinary tesm. | Q W\Wb N'iﬂ wn&ud + Wi P the.
| On April 17, 2007 at 800 AM, g;i:;t fwgs Ow-hmm& 'Wh‘:«u&é“ G 3\ 07
, observed with his lefthand ciin ose | w ot~ ongp:
{oe Interview with the direct care stafl indicated that T‘ef&“dw\(f) Tz use W’ﬁ
. the client did not have ruch range of midtion in SN sy \'\ox\A tonZ .
: his hands. The direct care staff informed the
{. surveyor that the client no longer used the AU we. U)MMO*IM& WM Q.ﬂ
Swanson hand cones, Reviewofan - \ae Gtk owyed QS ou:i'\lm&
) Occupational Therapy assessment datdd May 261
2006 revealed a recommendsation for.the client to CQS‘NEP ) OCQJ Pa_h Dﬂo-Q«
wear @ left Swanson handeone for up &g three fet will provi e staff
hours, twice a day. !t should be noted that the [ TTeex P
; client had achieved the pravious progragm ‘ ' M\mn% s mch Cﬁréd)
! objecﬁve {to wear hand oones). £h
YO ORES
There was no evidence that during the survey that ’W&%\Q U& roayarn Ora A ‘3 i
the client used the assistive devices as ana & ? % =T
| prescribed. 0s el '
N
X
;
FORM CMS-2567{02-98) Pravious Versions Obsuleis Bvani ID:442J?1 Fasflity ID: 08@124 ;f continuation sheet Page 20 of 20
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FORM APPRQOVED
STATEMENT OF DEFICIENCIES o) QVIDER[SUPFHE}GUA ' [ MU[.JL'PLE CONSTRUCTION ' (XS)- DATE SURVEY
AND PLAN OF CORRECTION ™ ,Z%Nmmmu NUMBER; : o) : COMPLETED
: i A BULDING .
. B. WING
03G124 . ] _ 04/19/2007

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GOUE

_ . 1230 CUNGRESS STREET, SE

ol - : : | WASK . DC 20020
044 ID T SUNDMARY STATEMENT OF DEFIGIENCIES " ) PROVIDER'S PLAN OF CBRRECTION (X5)
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BYIPULL RREFIX (EACH CORRECTIVE ACTION BHRULE BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREgglEI% .'}'E% g:lyE APFROPRIATE DATE
| ODQ INTTIAL CGMEMENTS t @00 ’

A licensure survey was condueted fremApril 17,
2007 thraugh April 19, 2007. The survay was
initiated using the fundamental survey mrocess. A
random sample of four residents was sélected
from a residential population of eight male
recidents with varying degrees of disabilifies.

The findings of the sirvey were based én

observations at the residence and two day

programe. Also the findings were baseti on

resldents and staff interviews in both the group -

home and day programs, as well as a review of

| hahilitatien and administrative records, & includes
| the facility's unusual incident reports.

1 056] 3502.14 MEAL SERVICE / DINING AREAS tess || OS2

=So2 Meol Seqvices -

Each GHMRP shafl train staff in the sidrage,
preparation a2nd serving of food, the eldaning and
care of equipment, and food preparatioh in order
o maintain sanitary conditions at all times.

Thie Srakule wiill be el

This Statute s nat met as-evidenced by: 06 eudence

Based on observation, interview and repord ' o o
| review, the facility fafled to ensure that each ‘ me. w 8.0

GHMRP staff was trained in the storage, ?Egﬁlﬁgt m lg 80‘,:’6‘
preparation and serving of food, the cléaning and ongy
care of equipment, and food preparatich in order e.lmg( @vr Sood \)uha\‘%
fo maintain sanitary conditions at ail times. . Mm\% as reeded .
The ﬂ-nvdllng inciudes; - , @M@[ Homwe NMawnager wlbl
Review of the persomnel and training files on Apdl | NS m fe 4
10, 2007, reflaciad that the GHMRP faed to S TRoUTaAN BN oY

| provide adequate staff trained in Food Handler's: TOANLLAND -

1 058 3502.18 MEAL S8ERVICE /.DINING AﬁEAS 1058

Health Regulation Adminisar=ton '

M\ - LE DATE
LABORATARY DIRECTOR'S OR PROMJPPUER REPRESENTATIVE'S SIGNATURE , % , a’ﬂ'ﬂ '

STATE FORM ' | take 442411 “ ¥ confinuation sheet 1.0f 10°
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FORM APPROVED
Haslth Regulation Admihistration » -
STATEMENT OF DEFICIENCIES , | ' (X3) DATE SURVEY
ND AN OF CORRECTION o igimgg{%g?m M MULTIPLE CORSTRUCTION COMPLETED
. { A BUILDING
| B. WING
| 05G124 _|B 04/19/2007
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIF CODE
‘ 1230 CONGRESS STREET, SE
1ol WASH ON, DG 20020
(k) ID SUMMARY STATEMENT OF DEFIGIENCISS ’ o) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PREGEOED EYAFULL PREFIX CORRECTIVE ACTION SHOULD BE COMPLETE
TAG - REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE CATE
DEFICIENCGYY « )
| 068| Continued From page 1 058 | |0&B ,
A review and consultation by @ dietiian or 2557 Ve NMea\ Service.
nutritionist shall be conducted at least quarterly to '
ensure that each resident who has beeh . :
prescribed a modified diet receives aderjuate
nutrition according to his ar her Individuzal
Habilitation Plan.
Thie Sl W oe et as
- This Statute is not met 2s evidenced by. This & \Q\D,\ et oS
Based on interview and record review, the Saence '
GHMRP failed to ensure that residents with 1% 2) |
modified diets had been reviewed at ledst e . '\L o \ele.
quarterly by the consulting dietitian for tivo of fous T M\LH&‘ hO"{\ﬁﬁ:'\' W i M-@_w
residents. (Residents #3 and #4)- ol ow}%\ﬂnd\% abuo.v Jw‘vy
S
|| The findings include: ' e .
Ing QMmep wild tontinwe 10 .30t
. | 1. ‘Review of Resident #4's nutrition asbessment VUL ond. N at o onepl
dated October 23, 2006 indicated a regular el < . M\
ground pureed meat:diet. The current MG WA~
physician's order confirmed the nuiritionist . :
recomnmended diet. There has been nae Qe Wl“ W’@S‘F o
monitoring of the motified diet. dmm%w wnerever
.| 2. Review of Resident #3's nutsition askessmen K ecdeds : ‘
dated July 17, 2006 indicated a low faljlow .
| chiolesterol ground, bife gi2e pieces of bread diel) :
The current physician's order corfirmed the
| nutnifionist recommended diet There Ras been
no monltoring of the modified dist
There was no evidence that the nutritichist had
conducted guarterly reviews to ensure that the
residents received adequaie nutrition in
accordance with herneeds.
| 161| 3507.2 POLICIES AND PROCEDURES 1161 Il A - :
, , 2507, 2. Bucies : Tocedwnd S -
The manual shall be: approved by the govermning = Y T
body of the GHMRPand shall ba revietved at :
Haalth Regulaton ywaminiatraton "
b 442J11 ¥ eantinuatlon sheat 2.6710

STATE FORM
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FORM AFPPROVED
Health Regulation Administration . 1 :
5% : DEFICIENGIRS : ERUCL STRUCTION (X3) DATE SURVEY
AND Akl OF CORRECTION R O KUBRER. -‘ﬁ ::‘:;:::'E CONSTRUCTION GOMPLETED
096124 ) } B. WiNG 04/19/2007
NAME OF PROVIDER OR SUFPUER : STREET Abﬂg&RsEs, CITY, STATE, ZIP CODE
' 1230 CAN S5 STREET, SE
1ol : WASHINGTON, DC 20020 :
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES 1T o PROVIDER'S PLAN OF GDRRECTION xs)
ENCY EC YIRUILL EAGH CORREGTIVE ACTION SHOULD BE COMPLETE
igirvhe é&éﬁ“ﬁ%ﬁg OR Lsg?ggﬁpﬁmﬁggmammm #552:( céos&kﬁaa;gglg ‘g: ;‘::I}E APPROPRIATE  DATH
| 161 | Gontinued From page 2 161
least apnually. )
This Stute is not met as evidenced by: "W“,s %"&*‘U}v& WL W be ) N
Based on record review, the GHMRP géveming mer s eu\de,nrfcc\ by - |G } 0}
body failed to review its pelicies and prdcedures . OROBIN (/”
annually. - o
Policy ond Focedure w»a%%\
Tha finding includes: ‘ & revie MA and Opprovee
: - . =g < . -
Review of the policy and procedure matual on yn O abuan wh il
April 18, 2007 revealed an approval date of 2005 U"f‘d ated Wy Wil
S b Siled W PO\‘W‘ 4
| 184| 3507.4(b) POLICIES AND PROCEDURES {164 Pm ecwpe W nial Fm v
‘The manual shall incorparate policies and .
procedures far at least the following: W W ,
(b) Physical enviroriment, which covers:
housekeaping, malntenancs, household items \ (AL
ard furnishings; . 7)50'7 Ll' b
7,
This Statute is not met as evidenced by. , . o
Based on the review of recerds the Graup Home) T S Thmrwre wilt h-& ek
for Meritally Retarded Persons (GHVIRP) falled b %@o«\ den O&A o y - .
ensyre that their Policies and Procedures' Manual o
included a policy 1o address physical edvironmentt o . 513107
to include housekeeping, maintenance) and The- 4 ehhen a,nd - ONIOY
household items and-furnishings. \e cicerl @nwwo M M]
. | \ )
The finding includes: eo\\, wi U be %\.ed A1
’ ¢
Review of the personnel paficies and pocedured +he P?h &y ond Pmﬂﬂ&%
on-April 18, 2007, revealed the GHMRP failed to: boolc
have a policy on cleaning the kitchen ahd =
physical environment. . . @WIHOM e M M&q@f WWM
1 169| 3507.4(g) POLICIES AND PROCEDURES 1169 (‘)UMW Lt drona Wt'(/)
L NHD g,
HEaih Regulation AGTTRSHEHon T :
STATE FORM o 442J11 ¥ continualion sheet 3 &7 10
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FORM APFROVED
Heglth Regulatio ion
STATEMENT OF DEFIC : (x$) DATE SURVEY
ANAD s Igg(.'ll:RRIIEC:I'IE‘I%GI\I‘Es' 1) .';23‘4{,5’,%&’%%2";%%;? (2) MULTIPLE GONSTRUGTION COMPLETED .
A EUI"LDING .
095124 - | Bowme 04/19/2007
NAME OF PROVIDER QR SUPPLIER ‘ " STREET APORESS, GITY, STATE, ZIF CODE
\ 1230 G $S STREET, SE
1DI1 ‘ ‘ ‘WASH‘I'%%. DG 2“020
puj o SUMMARY STATEMENT OF DEFICIENGES ' D FROVIDER'S FLAN OF GORRECTION (X8)
PREFIX (EACH DEFIGIENSY MUST BE PRECEDED BYFULL PREFIX (EAGH CORRECTIVE ACTICN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE |,
) . . DEFICIENGY)
1169 | Continued From page 3 | 162 M.
The manual shall incorporate policies and 2507, % Cﬁ) '
precedures for at least the following: 5@ =
) dent Jif eh fothi R@ "
(9) Rasident life, whieh covers cioining, '
management of funds, resident rights, discipline, =S ¢ (\ra.D ' :
behavior management, services, parental and
guerdian Involvement, visitation, staff treatment o
residents, and resident work.
This Statute is not met as evidenced by:
The finding includes: ‘
Review of the personne! policies and piocadures
on April 18, 2007, the GHMRP failed fothave &
policy on sorting and'washing clothes. '
1202] 3509.2 PERSONNEL POLICIES ' 202 (202 -
' ' . =9 .
Each staff persan shall have a written jeb e .
description“{ﬁwlﬂch dells each of his of her majar ‘
responsibliities and dufles and supervigory
control. : Trws %.\Q;\-\d“,e_ witll bf—-
el 05 eowernced
This Statute s not met as evidenced by;
Eased on record review, the GHI;I!;{P falied to : "
ave on file for review current job desctiptions for ¢ Wi ,
all employess. a home Wmac&‘?’ w o 3. 30‘07
The findings include: d@wt (: h.’M‘" ore u{g el :
Review of the persamnel files on April 18, 2007, d(ﬂ-e '
the GHMRP fafled fo provide cusrent job , .i ! L
descriptions for the three direct care St (W & Horme W wik onecd
, and A ' : :
&, and B J()b de%ﬂl?hsz. o G4
| montnly - s,
e REgulaton AGTRITaRGn ‘
STATE FORM Lo 442111 ¢ sontinuation ehast 4 of 10
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. FORM APFROVED
NT OF DEFIC ‘ ER/SUPBLI ' {x3) DATE SURVEY
ﬂffm OSSODEREAE%?JES o |E§%?|mnouphm%r{? #@) MULTIPLE GONSTRUCTION ,ODMPLE‘TED
. A, BUILDING
03G124 B NG 04/19/2007
NAME OF PROVDER OR SUPPLIER STREET ABDRESS, CITY, STATE, ZIP CODE
1230 CONGRESS STREET; SE
D1 | wAsHS , DG 20020- ‘
(X4) ID , SUMMARY STATEMENT OF DEFIGIENCISS ' ) ' PROVIDER'S PLAN OF CHRRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BYWFULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE coMpLETE
TAG REGULATORY OR LSC-{DENTIFYING INFORMATION) TAG CROWWEE%%K%E APPROPRIATE DATR
[ 204 | Continued From page 4 1204 | 102 QZCDV\\'W\\H&‘ ok
| 204 3509.4 PERSONNEL POLICIES 1204 | 2504- . R "
< | o e amed witl conduck vod;l’vz;d
Each employee shallibe given a copy of his or het A g = md Vi
job deseription to review and sign at the @1\"" . 4 E 0
baginning of employment. W W= hweec “\’(D ,
. ] £ A/
This Stafute is not met as evidenced by: Cunthrey @SN Ooong e
Based an record review, the GHMRP faled to WiKa Hua stondoad
have on file for review current job desciiptions fof
all empioyees, '
The findings include:
Review of the persanne! files on Januagy 18, ‘
2007, tha GHMRP fsiiled to provide curient job
deseriptians for the three direct care staff (WY
Qi@ -
1208| 8509.6 PERSONNEL POLIGIES 1206 |V20=. , A
~ 2509.6 Fersonnel olies
| Each employee, prior to employment agd
‘| annually thereadter, shall provide a physician ' s
certification that a health inventory has been
-performed and thatthe employee ' s health status
would aliow Rim er ber to perform the required
duties.
- : - - The Stz will be mex
This Statute is hot met as evidenced &y S S bv* . 5107
Based on review of records, the GHMRP falled th. 0s enidenced wy* i
ensure each employee had a ourrerd physician'si & Puren Recouree defn.v{»meﬂ\' N\“ ano j
certification that indicated a health inventory hadi wre Fhat ' h\,sma'ﬂ '
been perfarmed and documentead the amployas's NS G P .
health status would allow him/her to préform their certificednoens are .
required duties. : : ) ,
o & fgm Kesowures will conbinee
. e finding Imcludes; Wﬁ* “'Pda led. heakth:
Heartn Regd aton AGMiniSTEBon : . .
"STATE FORM e Ad2)11

i
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- ‘ FORM APPROVED
Health Requiation Administration .
STATEMENT QF DEFIGIENGIES (X1) PROVIDER/BUPPLIERICLIA %2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: ) COMPLETED
' A. BUILDING o
B. WING
. 09G124 . 04/19/2007

NAME OF PROVIDER OR SUPPLIER [ sTrREET ADORESS, CITY, STATE, ZIP CODE _

1230

{GRESS STREET, SE

STATE FORM

ez,

CNSN
IDI - WASH , b 20020 )
SUENT — 1 'S PLAN OF GDRRECTION
%‘2.:'& C (EacsumgnEnnAg?éﬁg:'TMUST B‘g g%%ﬁmu PRItI-::le ﬁzgﬂoggggczw‘& ACTIGN SHOULD 8E GON");'E)‘-ETE
TAG " REGULATORY OR LSG IDENTIFYING INFORMATION) B GRDSS-REFEHEE;FEE g‘ cm& APPROPRIATE DATE
1206 | Continued From page & ) 206 128 B
Review of the personiel files'en April 18,2007, J,cgd.‘l Qeothonk Qabd c\oys.
, the;t?HM RP failed to provide phyﬁstg:fi?t(fé g vior 4o ey Plra.h.m v
certification for three direct care star an . |
W) and a medication nurse ({P). - 24pfL Who far\ Yo sx:\bﬁwi\_:‘\‘
: cied docwmner o
1 201 3514.2 RESIDENT RECORDS | 291 il be vemo \jed uﬁﬁm g
Each racerd shall be kept eurrent, dated, and AV, 4 4 sehegdie \'ﬂ ’ i’d
signed by each individual who makes ah entry. W“W W A 8 vtha ]
This Statute is not met as evidenced by: ‘has been M .
Rasad on record review the GHMRP falied to _
ensure each residents records were datad. _\23}— '
! . \ , \ \ ) - ]
| The finding mduc_!es. % ;r_e_i W'u -be wet
See Federal Deficiency Report - Cliation W114 o enihe e ces by o B\ 07
. 6 I -
1 379| 3519,10 EMERGENCIES 1379 Releronce ESEOT > ‘owamnq
In-addition to the reparting requirementin 3518.5i Wikt o€ he '
n-additi reparting req i . v
| each GHMRP shalj notify the Department of De@wﬁ‘ﬂ
Health, Health Facilities' Division of anywother -
unusual incident or eyent which subsiahtiaily _
interferes with a resident ' s heaith, welfare, living
arrangement, well being or in any otherway \ 37% ,
places the resident at risk. Such hotification shald : \D = me@eﬂ&&s
be made by telephone immediately and shall ba 2S00
followed up by written notification within
twenty-four (24) hours r the next workday. . Slad ke W l\bb. e
) ' ) ’
et 0% GVl 4
This Statute is not met as avidenced by
Based on inderview record review, the GHMRP Rﬁ(&’%&& mpm ‘\“O
failed to ensure the Department of Hezlth, was :
notified of unusual incsidetts or events g‘r:t hesaith fedlera\ D@C‘l&l-mw
substantiaity Interfered with each residant's he ) .
and welfare within twenty-four hours orthe next - PVQ(JO‘(‘*' \% 275,V and 290Z.1b.
Hearh Regllagon ATIFtSIeEton _ st dhet Sat10
. L It continyaten sheet 8 o
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D SOMMARY STATEMENT OF DEFIGIENGIES T PROVIDERS PLAN OF CORRECTION 0
RREFIX (SACH DEFICIENCY MUST BE PRECEDED BYIFULL PREFTX EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFGIENGY)
1379 | Continued From page 6 1379 o ) es
s ‘ E’W/‘fé'ﬁeﬂm e L |t
work dsy. w =
The finding includes:. Bl 0S pOVSEs Yo
; ' S %Lt&ﬁ Ly Repot
Refer to Federal Deficiency Report W163 and Ghew) VET™ \gﬁ
W154 ' AR nd WIS
| 404 3520.6 PROFESSION SERVICES: GENERAL 1404
PROVISIONS Py
Each professional ice provider shall ist, 2522
ach profassional serv provider snal ass : - =
as appropriate, each:other person who is working % Sh.\,—uj:a \:J\\'\ be mek
with @ resident in the GHMRP so that reievent M Lenced oy 53007
profassiona! instructions can be implemented O SANeE .
through-out the resident ' s programs and daily ) , B QP‘“
activities, : P@.. %@W—’mcﬂ‘ ms,pivw 4—0 ' L
This Statute is net met as evidenced by: dexal Ve , .,
Based an staff interview and record roview, the Y{ 0. ' f; WMM
Group Home for the Meritally RetardediPerson ?4,16)0\ F\WMZ 0.
(GHMRP) failed to ensure the Implementation of
recommendations made by the occupationaf .
Therapist and Physical Therapist.
| The ﬁn‘ding inciudes:
See Federal Deficiency Report - Citaticn W240
| 407) 3520.0 PROFESSION SERVICES: GENERAL | taor | M0T
PROVISIONS - 25 20,4
Each GHMRP shal-obiain from each piofessiondl K
service provider a wrilten report at least quartarly . . .
far services provided during the preceding _n\LE» %Muta will tﬁ-e' . '
quarter. - , ek 06 euldemnced oy,
This Statute is not met as evidenced by .
Based on staff interview and tecord review, the
Group Home for Mentally Retarded Petsons'
Hoalth ReguiEten AdrminEtaton — *
STATE FORM [ 442J11
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ENT OF DEFICIEN ' OATE SURVEY
AND FLAN OF CORRECTION |0 RSP am o NUMBER, (X2) MULTIPLE CONSTRUGTION ¥ COMRLETED
. | & BUEDING
| & wang
09G124 . . 04/19/2607
NAME OF PROVIDER OR SUPPLIER' STREET ADDHERS, CITY, §TATR, ZIF CODE
1230 CQNGRESS STREET, SE ’
ID WASHINGTON, DC 20020 _
(Xd) 0 SUNMARY STATEMENT OF DEFICIENCIS 1 o PROVIDER'S PLAN OF GDRRECTION (x5)
PREFIX (EACH DEFIGIENEY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE |
TAG REGULATORY OR LSG IDENTIFYING INFORMKTION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFIGIENGY) .
1407| Cantinued From page 7 .| 1407 [407 :
(GHMRP), failed to provide evidence ofia nursing 3520.9, cortnust ..
arld nutrtition quarterly reports two of this four
residents i the sample. (Residents #3 tind #4) ,
The finding inciudes:. REQ"W "-%1{ - 5% '% '
o | cral Denaeyian Jonoe
Secnle gseggqaé 'D.eﬁcienoy Report - Citalioh W336 @-A ovlr ' W2 Me’k % , ’
and. : : ‘ . _
2502 N\
[421| 3521.2 HABILITATION AND TRAINING 1421 ‘
Each GHMRP shall provide habifitationsand ' 331'\55 5\.2 Vs e {.:L\-,mﬁuw\m
training fo residents in the most nomializing / '
environment and the: least restrictive . -
circumstances. The e ij ‘:“;“" be wet
This Staue Is hat met as evidenced by 0s eul - :
Based on observation, staff interview and record: .
review, the GHMRP failed to ensure hebilition &[&TEV\E&, ‘
and training for one of the four residents included rec,_.“u,.ng,e'_ b 5.3 107
In the semple. (Resident #3 O
ple. ( #2) [edevnl De 1agirean ongong
The finding includes: w{, W Z) w W Z{% |
See Federal Daficiency Report - Citatiuns W214
and W288
- 1422 3521.3 H AND TRAINING lazz [\HMLL - - .y
. ABILITATION 252, 2 Rob li M‘h-&ﬂ g

Each GHMRP shall provide Habilitations training
and assistance fo residents in accordadce with
the resident ' s Individual Habilitation Plan.

This Statute is not met as evidenced by:

Based. an obssrvation, staff interview ahd record)
raview, the GHMRP falled to snsure hsbiitation
and training was provided to its residerts that
wouid enable them to acquire and maintain life
skilis needad to cope more effectively with the

et Shotule wi W

by:

Relerence. resporse to
tederat Defiwence Lepot

08 euldein (2.0

w244,

5307

| O(\QPIW}
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' MARY ST SEFICIENGIES PROVIDER'S FLAN OF GORRECTION
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TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG _ cnossREFaREggE[% ;{qﬂ g:l{nE APPRQPRIATE . DATE
| 422 | Continued From page 8 ° ‘ a2z
dematids of their envirehments and to athieve
their optimum levels of physical, mental &nd
social functioning.
The finding includes:
See Federal Deficiency Report - Citatlons W249
1 430] 3521.7(a) HABILITATION AND TRAINING 1430 Uz
. _ 25217 @)
The habilitation and training of residentd by the - ‘ )
GH=M-l?thsha4l include, when appropriaté, but not : R ew ee. re&(.ﬂ)‘ﬂé:%\' =f“_-{ .
ba limited to, the following sreas: , : Ve n@irfia, A 0
8 limi g i_ﬁ.’d@f&]‘ D‘Eﬁbv&’ \Z:‘A ¢! =
(a) Eating and drinking (including table manners, | - W 244 -
use of ad=ptive equipment, and use of
appropriate utensils);
This Statute is not'met s evidencad by:
The finding includes:
See Federal Deficiency Repoit, -'Cltations w249 W 57 N
. ' ] 2.7 ( q) Halo l *ﬂ,.h-mﬂ?ammu!
1 437].3521.7{(q) HABJLITATION AND TRAINING ETA y '
f . 135 21.7(0) 51180
The habifilaion and training of residenté by the ' — _ ‘ ONQoIH
GHMRP shall include, when appropriate, but not v-ﬂr\gg, S‘a‘}‘b{rﬁ» 9} “ M M a 61
be limited to, the following areas: ' o enl 3 “ ‘9‘4 '
(¢) Commuication (including language ,
development and usage, signing, use df the . P\&COTBWC& o€ \Lo
talephone, letter writing, and avalability and G\A _
utilization of communications media, such as Rd&f D £
books, newspapers, imagazines, radio, 4elevisiony :
telephone, and suchispecialized equipment as M\{' (/LWWM s W 24(1
may _be requlred); _ ' O”)’ WH 3, '
This Statute is not met as evidenced by '
The finding includes: :

- Heslih Reguiation Admimatmton '
STATE FORM . ' o 442511 If continuation sheet 8 oF10
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1437| Continued From page 9 - | w47
| See Federal Deficiency Report - Citations W245
| 445 2521.7(c) HABILITATION AND TRAINING 1445

The habilitation and teining of residents by the |
GHMRP shafi inciude!, when appropriate, but nat
ba limited ta, the followdny areas:

(6) Mator and perceptual skills (including balance:
posture, and gross and fine motor skifish;

| This Statute is not met as evidenced by:
The finding includes: -

Sas Federal Deﬁciept;y Repbrt - Chtations W436 -

| 560 3523.1 RESIDENT'S RIGHTS . {600 '\SDO . P
- w22, Readents Fug s,
Each GHMRP residence director shall ensure .

that the rights of residsnts are observed and -

protectad indar:c:nrdamoe with D.C. Law 2-137, this T Stedude \3\\\}0\3*2 ek

chapter, arid other applicable District and federal p .

laws. e - as endence 4 53107
~ . Reference rebpomee te o gping

This Stalute i not met as evidenced by: Coderall Defesencid

Based on record review, the GHMRP failed to _ e Cokodt ov Wi Y& :

ensure each residents rights far eight.of the eigh [2@_,?0«”1" - } ¥

in the faciity. (Residents #1, #2,#3, #4, #5, #5,

#7,and #8) - - _ WA, WSS, WISH wise
The finding includes ' ol W26Z2.

See Federal Deficlency Report - Citatian W148,
W1448, W153, W154, W156 and W262

Haalth Regu ation Admimistration . )
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(EACH CORRECTIVE ACTION S8HOULD BE
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" DATE
DEFICIENSY) .

INITIAL COMMENTS! " R 00O

R 000
| A licensure survey was oconducted from April 17,
2007 through April 19, 2007. The survely was
initigted uslng the fundamental survey process. A
ramdom sample of four Fesidents was sdlected
from & residential population of elght male
residents with varying degrees of disabilties.

The findings of-.the survey ware based an

observations at the residence and twa day
programs. Also the findings were basad on
resident and staff interviews in both theigroup

home and day programs, as well s a réview of

| habilitation and administrative records, o include:
the facillty's unusual Incldent reports.

R 120] 4704.1(a) BACKGROUND CHECK R 120

REQUIREMENT

No facility shall smpley or use the contmct
services of an unlicensed person if.

(a) The person has bean convicted of acriminal
offense listed In section 4705.1 of thesd rules .

within the seven (7) years prior to a criminal

' ba;ckgraund cheek conducted pursuantito these
rules; or... ,

This Statute is hot met as evidenced by

Based on Interview and record review the
GHIVRP fafied to have backaround chelck for all
staff employed. - . .

The finding includes:

Interview with the house manager and feview of
the staff personnel récords revealed thiat one -
direct care staff (@) assigned to this facility
failed to have criminal background chetks.

The, Shodute
ced by s |
et 02 eudens<S 077 iga
Humon Resowrte Degaitimealt ™3
completes bockground checks
lor each poleatunl employee
pvior to employment

Lo Resowrng Bem"l'“"fmm
il evcure vt budground
check s Gled and made
availolde fov review

Healih Reguiation Administrat

iy
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m A T
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